To obtain data on the prevalence of erectile dysfunction (ED) and its correlates, along with helpseeking behaviour, 655 randomly selected men at least 25 y old, residing in Casablanca, Morocco, were recruited. They responded to a questionnaire administered by five trained sociologist interviewers. Information on demographics, concomitant diseases, drugs, and sexual activity was collected. ED was prevalent in 54%, increased noticeably with age, and was highly prevalent between both the illiterate and those employed. Risk factors were diabetes, hypertension, heart disease, and smoking. Limited sexual satisfaction, low frequency of intercourse, and a disturbed psychological state with depressed mood had negative effects on erectile function. Given its prevalence in our country, ED should be considered an important medical problem with a multifactorial aetiology, making the cooperation of a multidisciplinary management team highly recommended.
Introduction
Erectile dysfunction (ED) is considered a benign condition, yet it has a negative impact on quality of life, self-esteem, and social functioning. An estimated 30 million men in the United States alone suffer from ED. 1, 2 In a study conducted in the United Kingdom on 109 men, 16-465 y of age, 3 32% reported inability to achieve an erection, and 20% were unable to maintain an erection long enough for intercourse for a variety of reasons. In some African, Arabic, or Islamic countries with sociocultural and religious characteristics similar to those in Morocco, ED was found to be quite prevalent: Egypt (54.9%), Nigeria (50.7%), and Turkey (64.3%). 4 Moreover, a positive correlation between ED and age was noted in these countries. In Morocco, the current life expectancy is about 68.8 y, and approximately 7% of the population is aged 60 and older. Research into the physical and mental health of this sector of society has become more common.
The objective of this cross-sectional study was to obtain data on the prevalence of ED and its correlates and on help-seeking behaviour in Moroccan men residing in Casablanca. To our knowledge, this is the first study of ED conducted in the general population of Casablanca.
Subjects and methods

Sample
In all, 800 men at least 25 y of age and older were randomly selected through systematic sampling of eight precincts of Casablanca, Morocco, with stratification by age and precinct. The most recent national census data (1994) were used for the sampling. Informed consent was obtained from each subject before his inclusion in the study. The study protocol and questionnaire were reviewed and approved by the Ethics Committee of the University of Casablanca.
Questionnaire
A standardized international questionnaire produced for the Pfizer Cross-National Study of the Prevalence and Correlates of ED was translated into French and Arabic and the translations validated.
In Morocco, medical documents are produced primarily in French, the language used in medical education. Colloquial Moroccan Arabic, the most widely spoken language, is not used in its written form in medical settings. For these reasons, the authors used the French version for computational and statistical purposes and the Arabic version in the field (the entire questionnaire was administered in Arabic).
The questionnaire was also adapted to the level of education. To the original questionnaire the authors added some clarifications with the aim of including men without formal education, who had attended 'Islamic' school. To date, in some regions of Morocco, this is the only school education children can have. Another item added to the questionnaire was the use of a sniffed form of tobacco (Tenfiha).
The questionnaire had three sections:
(1) sociodemographic information, including income and marital status; (2) general health, associated diseases, medication use, behavioural risk factors, and psychological health; and (3) erectile function, perception of general sexual performance, and satisfaction with sex life.
Respondents self-rated their ED (dependent variable) by answering this question: 'Using the following categories, how would you define your sexual performance?': Health status was ascertained by asking participants to check diseases from a list and indicate whether they were present or not. Use of medications was determined in the same way.
In the field, five trained sociologists helped study participants fill out the questionnaires. A pilot study, in which 25 questionnaires were collected, enabled interviewers to become familiar with the instrument and with the practical and technical difficulties of working with respondents. Moreover, it also allowed the authors to adapt the questionnaire according to feedback from the field.
During the study, a weekly meeting was held with all survey staff to supervise, clarify, and adjust administration of the questionnaire.
Statistical analysis
Data were analysed on a microcomputer by means of the Epi info 6.04 Fr version (Centers for Disease Control and Prevention, Atlanta, GA, USA) and SPSS Statistical Software 7.5 version (SPSS Inc, Chicago, IL, USA). Descriptive techniques and analysis of contingency tables of variables were employed. The w 2 test was used for qualitative analysis and the Student's t-test for quantitative variables. The odds ratio (OR) was calculated to quantify the association of two variables.
Multivariate logistic regression analysis was used to determine age-adjusted correlations of ED with self-reported diseases and medications.
A value of a ¼ 0.05 was used as the cutoff for significance.
Results
Of the 800 men who were recruited, only 655 completed the questionnaires. When men outside the protocol-defined age limit were excluded, only 646 were evaluable. Their age ranged from 25 to 85 y, and about half of them had fathered children.
All but a minority of participants were Muslims. Fewer than 10% were illiterate; 61.3% had 6 y of schooling; 9.4% spent 13 y in school; and 17% completed more than 16 y of study (Table 1) .
Concomitant medical conditions that existed among the respondents included: diabetes mellitus (5.3%), hypertension (8.7%), heart disease (4.6%), peptic ulcer disease (12.1%), depression (2.6%), and prostate surgery (1.2%). Concomitant medications included: hormones (0.3%), cardiac medication (4.5%), peptic ulcer medication (6.5%), Table 2) . ED was present in 53.6% of our sample and was rated as mild in 37.5%, moderate in 15.0%, and severe in 1.1% (Figure 1 ). Prevalence increased dramatically with age and was highest in those 61y and older (Figure 2 ). Men older than 70 y also had the highest percentage of severe ED (Figure 3) .
More than 50% of tobacco and cannabis smokers and more than 75% of ex-smokers suffered from ED (Table 3) . No comparison was done between never smokers and ever smokers. We did make a comparison between ex-smokers who had been smoking for many years (who are more likely to be sick) and current smokers (according to WHO's cardiovascular risk factor surveys). Men who reported having been unhappy in the period preceding the study had the highest prevalence of ED, which reached 76.5% of those suffering from depressive symptoms.
The average number of sexual activities per month was eight for men with no or mild ED, three in those with moderate ED, and zero in those with the severe form. In the 6 months before the study, 9.4% of men with no ED and 10.3% of those with mild ED reported no sexual activity; respective percentages for respondents with moderate and severe ED were 39 and 100%.
Most patients recruited in this study discussed ED with their doctors. Of 570 patients, 37% presented to andrologists, 31.4% to urologists, and 11% to family physicians (Table 4) .
The prevalence of ED inversely correlated with the level of education and economic status. Illiterate subjects and those who did not advance beyond elementary school as well as those at the low end of the income scale had a significantly higher prevalence of ED (both Po0.0001). Moreover, ED was also significantly correlated with diabetes mellitus, hypertension, and heart disease (Po0.0001).
Satisfaction with sex life (cited on a scale from 1 ¼ extremely satisfied to 5 ¼ extremely dissatisfied) showed a significant correlation with the severity of ED (Po0.0001) ( Table 5) .
After adjustment for age, the probability of ED was significantly correlated with medications for heart disease, psychiatric illness, high lipids, and gastrointestinal ulcers (P ¼ 0.01-0.0001) ( Table 6 ). Significant correlations were also identified for diabetes mellitus, hypertension, heart disease, depression, and prostate surgery, but not for gastrointestinal ulcers (Table 7) .
Discussion
In this epidemiological study, 53.6% of Moroccan men reported ED that positively correlated with age. Despite differences in design and population, other studies that used the same questionnaire found similar rates of ED prevalence: 63.3% prevalence among 2158 Turkish men 40 y of age and older from urban and rural areas; 54.9% prevalence among 599 patients at least 30 y old from primary healthcare practices in Egypt; 4 and 50.7% prevalence among 1000 Nigerian men 55 y and over randomly selected from primary healthcare practices. 4 The Massachusetts Male Aging Study 2 reported ED in 39% of men between the ages of 40 and 50 and in 46% between 50 and 60; nearly 70% of those older than 70 had ED. Even though the mean age in Figure 1 Prevalence of ED.
ED in Morocco S Berrada et al S5 our study was younger than that in the American report, the prevalence rates were similar. Studies from other countries cited rates from 34 to 40%. [6] [7] [8] Consistent with the literature, 2,9 ED in our study significantly correlated with diabetes mellitus, hypertension, and heart disease, and inversely with education and economic status.
In the current study, ex-smokers had a higher prevalence of ED than nonsmokers, probably because of a longer exposure to the effects of nicotine, including damage to the vascular system, and because the decision to stop smoking was often made after many years of use.
We found no significant correlation between ED and consumption of cannabis or alcohol, perhaps because most of those who indulged in those drugs were young. Respondents with depressive symptoms (sadness, loneliness, inhibition) had a significantly higher prevalence of ED than men who did not describe themselves as depressed. Many studies have emphasized the role played by psychological factors in ED (as a cause or as a consequence), whether isolated or associated with another medical condition. 10, 11 Psychogenic ED occurs in up to 70% of men younger than 35 and in approximately 10% of those older than 50. 12 A satisfactory sex life is intimately associated with normal erectile function. In this study, the frequency of sexual intercourse was on average 7.9-9.3 encounters per month, and ED was positively correlated with a disturbed sex life.
In our culture, sexuality and its dysfunction remains a taboo issue, difficult to talk about even to healthcare providers. Ironically, only a quarter of our recruited cases found it difficult to discuss their sexual problems. Nevertheless, the negative impact of ED on psychological and social health is obvious, including the risk of aggressiveness, irritability, anxiety, and mood problems. The most preferred consultants were andrologists, urologists, and family physicians. Even if psychological causes were the most prevalent, psychiatrists were a fifth choice for the respondents.
In conclusion, our study, the first of its kind ever conducted in Morocco, showed a similar ED prevalence to that reported in other populations. Mild disease was most frequent and ED significantly correlated with age. Further studies with a larger sample size of patients having different comorbidities are warranted. ED should be considered a public health problem for which preventive and therapeutic strategies are urgently needed. The medical interview employed in this report is a valid and useful device, especially with older men, at the primary healthcare level. Scale from 1=extremely satisfied to 5=extremely dissatisfied. 
